Background: It is not known whether children with acute promyelocytic leukemia (APL) have an infection risk similar to non-APL acute myeloid leukemia. The objective was to describe infectious risk in children with newly diagnosed APL and to describe factors associated with these infections.
Background
Children with acute myeloid leukemia (AML) are at substantial risk of morbidity and mortality from invasive bacterial and fungal infections [1] . Even with this large infectious burden, there is great variability in supportive care strategies used for pediatric AML across institutions [2] . Clinical trials are currently being conducted to address these uncertainties [3, 4] . However, there are some common themes; most North American centers do not use routine anti-bacterial prophylaxis (other than for Pneumocystis jirovecii) and most use fluconazole as antifungal prophylaxis [2] .
Acute promyelocytic leukemia (APL) is a rare sub-type of AML, comprising only 5-10% of pediatric AML [5] . These children can have a specific and life-threatening clinical presentation consisting of hemorrhage and thrombosis, resulting in a relatively high induction death rate [6] . They also uniquely experience differentiating syndrome following exposure to all-trans-retinoic acid. Children with APL are typically excluded from AML supportive care clinical trials. It is unknown whether supportive care designed for non-APL AML patients should be applied to children with APL. We chose to describe and evaluate infectious toxicities in children with APL so as to understand whether they are similar to those in children with other pediatric AML.
Because of the rarity of pediatric APL and because these children are often very ill at presentation, there are much less data available on infections in APL derived from therapeutic clinical trials compared with non-APL AML clinical trials. Consequently, we conducted a population-based retrospective study in order to describe the risk of infection in these children. The primary objective was to describe infectious risk in children with newly diagnosed APL and to determine factors associated with infections in this population.
Methods
This was a retrospective, population-based cohort study that included children with newly diagnosed APL treated at all 15 Canadian centers that care for children with cancer in each province except for Saskatchewan. This manuscript is related to a larger study in which children with newly diagnosed non-APL AML in Canada were examined [7] .
Study sample
We included children and adolescents diagnosed with de novo APL between January 1, 1995 and December 31, 2004 who were age ≤ 18 years at diagnosis and who received any treatment for APL. We excluded those with secondary APL and previous diagnosis of immunodeficiency.
Outcome measures
Infections were examined from initiation of APL treatment until hematopoietic recovery from the last cycle of chemotherapy, conditioning for hematopoietic stem cell transplantation, relapse, persistent disease leading to a change in protocol therapy, or death (whichever occurred first). We used consistent trained clinical research associates to abstract and code the relevant information.
The rates of sterile site microbiologically documented infection [8] , clinically documented infection and fever of unknown origin were expressed as the number of events during the time period at risk. Positive cultures with common contaminants such as coagulase negative Staphylococcus were only considered true infection if there were two or more positive cultures within the same episode or if the infection was associated with sepsis [9, 10] . A patient was considered to have sepsis if there was systemic inflammatory response syndrome in the presence of suspected or proven infection and organ dysfunction according to international consensus guidelines [11, 12] . Classification of clinically documented infections was based upon the Centers for Disease Control and Prevention definitions of nosocomial infections [13] . Fever of unknown origin was defined as a fever occurring in the absence of a positive microbiology result or clinical site of infection. Infections were evaluated separately among intensive and non-intensive courses. Induction and consolidation chemotherapy were considered intensive. Maintenance chemotherapy was considered non-intensive and the entire maintenance period was considered one treatment course as we were most interested in intensive treatment in terms of infection outcomes.
Potential predictors
We chose to evaluate factors potentially associated with infection outcomes only among intensive chemotherapy courses as these are the most clinically relevant from an infection supportive care perspective. The following variables were evaluated: (1) Child characteristics at diagnosis (age and obese versus non-obese); (2) Treatment characteristics (APL-specific treatment protocol, registration on APL trial, diagnosis prior to January 1, 2000, and cumulative dose of cytarabine in grams/m 2 ); (3) Course characteristics (neutropenia at the start of the course, neutropenia >15 days (threshold chosen a priori), and days systemic corticosteroids were administered for any reason).
Obesity was defined as a body mass index ≥ 95 percentile for age and gender according to the Centers for Disease Control and Prevention for those at least 2 years of age [14] .
Statistics
Regression analyses were conducted at the course level and only included intensive chemotherapy. Factors associated with rates of microbiologically documented sterile site infection, clinically documented infection and fever of unknown origin were examined using repeated measures Poisson regression and the association was expressed as a rate ratio (RR) with 95% confidence interval (CI). Multiple regression was conducted using variables significant in univariate analysis. In order to evaluate co-linearity and which variables should not be concurrently included in the multiple regression model, Spearman correlation coefficients (r) were examined. All tests of significance were two-sided, and statistical significance was defined as P <0.05. Statistical analysis was performed using the SAS statistical program (SAS-PC, version 9.3; SAS Institute Inc., Cary, NC). 
Ethical approvals

Results
In terms of demographics, of the 33 children with APL included in this analysis, most (78.8%) were treated according to APL-specific protocols ( Table 1 ). The median days receiving intensive chemotherapy (from first to last administration) was 79 days (interquartile range (IQR) 67 to 104 days) and the median days receiving maintenance chemotherapy was 396 days (IQR 135 to 565 days). Among the 33 children, throughout the Abbreviations: IQR interquartile range, APL acute promyelocytic leukemia, AML acute myeloid leukemia; 1 One patient < 2 years of age at diagnosis; 2 ANC unavailable for two patients at diagnosis; 3 Includes APL standard of care (n = 1), Children's Cancer Group 2911 (n = 5), Children's Oncology Group A9710 (n = 20). Table 2 Infection outcomes represent at least one event per course; number of specific infections do not add to the total as 3 courses had multiple infection types.
course of therapy, 12 (36.4%) experienced any bacterial sterile site infection and 2 (6.1%) experienced any fungal sterile site infection (both candidemia). Table 2 illustrates the course characteristics and supportive care received among all 127 courses; 101 were classified as intensive (79.5%) and 99 were classified as APL specific (78.0%). Among intensive treatment courses, the proportion in which a sterile site microbiologically documented infection occurred was 14/101 (13.9%) while the number in which a sterile site fungal infection occurred was 2/101 (2.0%). The table also illustrates that there were 8 courses complicated by sepsis and 1 infection-related death due to Klebsiella pneumoniae bacteremia.
Treatment with an APL-specific protocol was not associated with significantly fewer microbiologically documented sterile site infections when only intensive treatment courses were included (Table 3) . Only treatment in an earlier era, and a higher cytarabine dose were associated with higher rates of infection. Neutropenia at the start of the course and prolonged neutropenia were both significantly associated with clinically documented infection (Table 3) . Finally, the only factors associated with more fever of unknown origin were younger age and diagnosis in an earlier era.
When evaluating course characteristics, diagnosis prior to January 1, 2000 was correlated with cumulative cytarabine dose (Spearman r = 0.385, P < 0.0001) and thus, multiple regression was not conducted for microbiologically documented sterile site infection. Similarly, neutropenia at the start of the course was correlated with prolonged duration of neutropenia (Spearman r = 0.469, P < 0.0001) and thus, multiple regression was also not conducted for clinically documented infection. Age (RR 0.93, 95% CI 0.87 to 0.99; P = 0.033) and diagnosis in an earlier era (RR 2.53, 95% CI 1.17 to 5.46; P = 0.019) were both independently associated with fever of unknown origin.
Of the specific infections documented, Gram-positive bacterial infections were more common than Gramnegative or fungal infections (Table 4 ). Among the 3 fungal infections, 2 were from a sterile site (both Candida albicans) while 1 was from a non-sterile site (Alternaria species). Only the patient with Alternaria infection received antifungal prophylaxis with fluconazole. Abbreviations: APL acute promyelocytic leukemia, ANC absolute neutrophil count, CI confidence interval; 1 Obesity only available for children ≥ 2 years of age.
Discussion
We found that among children with APL, one third experienced at least one sterile site bacterial infection throughout treatment and 14% of intensive chemotherapy courses were associated with a microbiologically documented sterile site infection. Invasive fungal infection was rare but did occur. Further, we found that the risk of infection has decreased over time. These infection rates appear lower than those described for pediatric non-APL AML treatment protocols. In an evaluation of children enrolled on the Children's Cancer Group 2961 protocol, more than 60% of children experienced a microbiologically documented infection during each course of therapy [15] . In an analysis of AAML0531, the most recently completed Children's Oncology Group phase 3 AML trial, over 80% of children experienced at least one sterile site bacterial infection while 14% experienced at least one sterile site fungal infection throughout chemotherapy. The risk of sterile site bacterial infection was 30 to 60% per course [16] .
Within our Canadian study focused on infections in AML, the cumulative risk of bacteremia was 54.3% for children with non-APL AML [7] , compared with a 36.4% for any sterile site bacterial infection in this APLspecific study [7] . When comparing the risk by course, the risk of sterile site microbiologically documented infection was 24.5% in non-APL AML in comparison to 13.9% among intensively treated courses in APL [7] . When put together, these data suggest that the overall risk of invasive infections among children with APL may be less than that experienced by children with non-APL AML. Nonetheless, many children experienced invasive infections and there were two episodes of candidemia and one infection-related death. Furthermore, we did not find that APL-specific treatment protocol was associated with significantly fewer sterile site microbiologically documented infection in regression analysis although power was limited. Consequently, children with APL may benefit from aggressive supportive care similar to children with non-APL AML, at least during intensive courses of chemotherapy.
The rates of infection and infectious deaths have been variable on adult-predominated APL clinical trials [17] [18] [19] . However, almost none of these studies focused on infection outcomes. Girmenia et al [20] . evaluated 89 adult and pediatric patients with APL treated with the AIDA (all-trans retinoic acid plus idarubicin) protocol. Microbiologically documented infection occurred in 37.4% of patients. Fungal infections were rare. They compared bloodstream infections in APL patients with other AML patients and concluded that the incidence of total septicemia, fungemia and coagulase-negative staphylococci were significantly lower in APL. One infection-related death was observed. Consequently, our results are similar to this study.
In our study of pediatric non-APL AML patients, we found that exposure to corticosteroids was the most important factor associated with infection outcomes [7] . In contrast, within this analysis, we found that the association between duration of corticosteroids and rate of microbiologically documented infection was not statistically significant (rate ratio 1.04, 95% confidence interval 1.00 to 1.09; P = 0.064). However, given the observed lower confidence interval of 1.00, it is possible that this analysis was underpowered to demonstrate an association.
In this study, 6% of courses were complicated by sepsis. It is difficult to know how many courses were, in fact, truly complicated by infection-related sepsis since sepsis and differentiation syndrome associated with alltrans-retinoic acid have many similar features. Jeddi and colleagues recently highlighted how differentiation syndrome, which is thought to be mediated through inflammatory cytokines generated by APL cells, may not be distinguishable from sepsis [21] . Nonetheless, our report does provide reassuring data since we have likely over-estimated the rate of sepsis and the true rate may be lower.
The strength of our report is that we conducted a population-based analysis of a very rare sub-type of AML in children and we were able to measure infections very accurately because of the use of consistent and specifically trained personnel. The inclusion of very ill patients at presentation is another important strength of this study. However, our report must be interpreted in light of its limitations. APL treatments were heterogeneous. Second, supportive care strategies were also variable between centers. Finally, the sample size was small and many analyses were performed; consequently the results should be considered hypothesis generating rather than definitive.
Conclusions
In summary, one third of children with APL experienced at least one sterile site bacterial infection throughout treatment and 14% of intensive chemotherapy courses were associated with a microbiologically documented sterile site infection. Infection rates in pediatric APL may be lower compared to non-APL AML although these children may still benefit from aggressive supportive care during intensive chemotherapy. Aggressive support care could include mandatory hospitalization during neutropenia and prophylactic antibacterial and antifungal strategies.
